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1 BACKGROUND 


The ASHA programme is considered as being vital to achieving the goal of increasing community 
participation with the health system, and is one of the key components of the National Rural Health 
Mission (NRHM), a flagship programme of the central government of India launched in the year 2005. 
The ASHA is a woman selected by the community, resident in the community, who is trained and 
deployed and supported to function in her own village to improve the health status of the community 
through securing people’s access to health care services. She does this through improved health care 
practices and behaviours and through health care provision as is essential, feasible and life-saving at the 
community level. The term ASHA, is an acronym for “Accredited Social Health Activist”, but is now 


used as a specific term in itself. 


Today, the ASHA programme has become an inherent part of the national health system. Her job 
description is clearly articulated within the National Rural Health Mission (Annexure 1). Despite this, 
several concerns abound. These include clarity on her current roles and responsibilities, questions of her 
effectiveness and health outcomes, the adequacy and quality of the training and support systems, 
questions related to her working conditions and payments and defining her future role within the context 
of several state governments having to deal with a new cadre of staff on an incentives-based payment 
system. Hence there is a need for evaluation studies to adequately capture the reality of the programme on 


the ground in Karnataka state to help inform decision-makers for the future. 


The problem of evaluating ASHA is compounded by multiple and contesting narratives of what 
constitutes the legitimate role of the ASHA. The discourse on the ASHA’s role centres around three 
typologies - ASHA as an activist, ASHA as a link worker or facilitator, and ASHA as a community level 
health care provider. Another problem for evaluation is that the ASHA programme is implemented 
concurrently with a number of other components of the NRHM such as the Janani Suraksha Yojana 
(JSY) and the emergency transport (108) programme and it is impossible to isolate or attribute outcomes 
as being due to the ASHA programme alone. Methodologically, there is also no baseline status for 


comparison after the introduction of the ASHA programme in a classical ‘before-and-after’ study mode. 


The goal of this evaluation is therefore to explore the diversity within the ASHA programmes in different 


districts and overall within Karnataka. 
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2 EVALUATION OBJECTIVES 


l To understand the perspectives and experiences of key stakeholders on the ASHA programme 
in Karnataka 

2 Toestimate effectiveness of ASHA based on knowledge, functionality and outputs 

3 Toassess quality of key processes and mechanisms constituting the ASHA programme 


4 To utilize evaluation findings to provide feedback for strengthening the ASHA programme 


Domains to be Covered 
In order to meet these objectives, the evaluation will cover the following domains. 
Theme One: Governance, Institutions and Operationalization 

1. Ownership and management of scheme at state level 

2. Impact of Governance and institutional environment on the scheme 

3. Mechanisms, roles, experiences and outcomes of NGO involvement in the programme 
Theme Two: Understanding ASHA 

4. Selection of ASHA 

5. ASHA’s knowledge and skill levels 

6. Effectiveness of training structures 

7. Institutionalization of Support systems for ASHA 
Theme Three: Community Perspectives and Ownership. 

8. Impact on communitization process, and addressal of social exclusion and equity 


9. Perceptions of ASHA’s role from mothers/ families who have accessed ASHA support 


Additional domains in Karnataka state-specific context include: 
Theme Three — 
10. Experiences of non-beneficiaries (mothers/ families who have not accessed ASHA 


programme) 
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3 METHODOLOGY 


3.1 EVALUATION DESIGN 
We used a mixed methods approach using a combination of qualitative and quantitative methods. 


This study methodology was adapted from the National Health Systems Resource Centre 
(NHSRC) evaluation study used earlier during 2009 in eight states across the country. 

" Qualitative research was undertaken using focus group discussions and key-informant, 
in-depth interviews with state-, district, and subdistrict-level ASHA programme 
stakeholders 

= Quantitative research was done by a cross-sectional survey at two levels: 
> Provider-level > comprised of Accredited Social Health Activists (ASHAs), 

Auxiliary Nurse-Midwives (ANMs), Anganwadi Workers (AWWs), Village Health 
& Sanitation Committee (VHSC) members and 
> Client-level > comprised of service users in the community; in addition, we also 


proposed to include non-beneficiaries of the ASHA programme in the study villages 


3.2 STUDY SETTING 
State Profile 


The state of ‘Karnataka’ is located in the southern part of India. As per Census 2011, Karnataka’s 
population is 6.1 crores comprising 5.1% of India’s population. The state has a sex-ratio of 968 
females per 1000 males, literacy rate of 75%, decadal growth rate of 15%, urbanization of 39% and 
population density of 319 persons/km’. The National Rural Health Mission is functional in the state 
of Karnataka since the year 2005 and the ASHA programme is functional in all the 30 districts of 


Karnataka state. 


3.3 SAMPLING DESIGN AND STUDY AREA 
The sampling design we adopted was a multi-stage sampling design proposed by the National Health 


Systems Resources Centre (NHSRC) for all states across India in order to enable comparisons. First 
step was to choose study districts, then taluks within districts, then clusters within taluks and then 
villages within clusters. 

Selection of study districts 

Districts were selected based on the following criteria — 

> Best performing district as adjudged by programme managers based on best advance in training 


and support structure 


aoe: as on oe —f oe > — i 
ee od ao ee > SET y ey te Fl eran a: ea eo 


Evaluation of ASHA Programme in Karnataka 


> District with disadvantaged groups with large population but where there is no management 

failure OR where there is interesting involvement OR variation in performance design 
States were to choose one district of each type. In Karnataka, three districts were selected -- one from 
the first category and two from the second category -- as per the recommendations of the ASHA 


Programme Officer at the state level. 


Table 3.01 Choice of the three study districts in Karnataka 


Criteria for choice of districts 


Best performing district with an innovation 1 (Haveri) 


District with large population of disadvantaged groups (SC/ST) but where 2 (Kolar & 
Chamarajanagar) 


there was no management failure 
Fig 3.01 Map of Karnataka with the three study districts —- Kolar, Chamarajnagar and Haveri 
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Selection of taluks, clusters and villages 


Mode of selection of taluks 


Four taluks were chosen from each district by purposive sampling based on performance as perceived by 
state/district health officials (2 well-performing taluks & 2 relatively not-so-well performing taluks), 
4 of 7 taluks chosen in Haveri district = Ranebennur & Byadgi (well-performing); Hirekerur & 
Shiggaon (poorly performing) 
4 of 5 taluks chosen in Kolar district = Malur & Srinivasapur (well-performing); Mulbagal & 
Bangarapet (poorly performing) 
4 of 4 taluks chosen in Chamarajanagar district = Chamarajanagar & Yellandur (well- 
performing); Kollegal & Gundlupet (poorly performing) 
Mode of selection of clusters 
A cluster was defined as a subcentre. The 25 subcentres in each district were chosen from among 
the subcentres available in the 4 selected taluks based on systematic random sampling method 
with population proportionate to size. 
Firstly based on desired number of clusters and the total population of 4 taluks, the sampling 
interval was determined. 
Then the first subcentre was chosen randomly within the first 25 subcentres. 
Lastly, the subsequent subcentres were chosen based on the sampling interval. 
Mode of selection of villages 
The headquarter village of the subcentre was defined as the ‘index village’. Three geographically 
nearby villages in different directions within a radius of 5-10 kms were chosen subsequently. 
These nearby villages could fall outside of the cluster or within the cluster depending on the local 


terrain, availability of surface transport and/or availability of government programme staff. 


Table 3.02 Choice of taluks, clusters and villages in the three study districts in Karnataka 


No. per district 


Villages | index village + 3 neighbouring 
villages in different directions 
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Fig 3.02 Maps of the three study districts with their respective taluks 
Haveri district 


Kolar district 


4 taluks = Ranebennur, Byadgi, Hirekerur & 
Shiggaon 


4 taluks = Mulbagal, Malur, Bangarapet, & 
Srinivasapur_ 
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4 taluks = Kollegal, Chamarajanagar, Yellandur & 
Gundlupet 


\ 


Chamarajanagar District 


gdatewad of es govt 4 


+) ae 


ty 


stetet ev liiniea sind tle Oe i 
ne 


> 
Y Be. \y 


= aa 
Sow 
; hoa) 
’ 7 - i 
- a - ~ 
7. 
. | 2 _ 7 bE - 
sin es 
rT} 77- ia 
Vesa _ 
’ : ios 
p = 
, : _ : 
ve 7 > 
‘ ; ae Py es 7 
eS a my oe 7 
Boe” Sau fF 
= . es ; 
aan a 
“ei > 5. [a 
= r: 
as a | a = ; 
7 _ - ae 
- - > c Pca 8 
_ ) 
a = 
_ 
_~- , 
Panne ae _ an 
7 “ a 
7 a 7 : 
Ns ey eer 
s - - - 
- Ck _ 
> 
. , = 
7 
> _ 7 
a we « et 
- - 
7 
= 
i 
4 ea my 
Lan 
a 
‘s 


Evaluation of ASHA Programme in Karnataka 


3.4 QUALITATIVE STUDY METHODS 
This phase of the study was undertaken during February-March 2012. 
3.4.1 STUDY PERSONNEL 
a State and District level interviewers were experienced researchers with a good understanding of 


qualitative research methodology and prior experience in maternal and child health programmes. 


3.4.2 STUDY PARTICIPANTS 
Those interviewed were key programme officers at the state, district and sub-district level as well as 


ASHAs and ANMs. 


State level staff interviewed 


State Nodal Officer =| 
Executive Director (KSHSRC) =] 
Dy Director - Training (SIHF W) =] 
Mission Director (NRHM) =] 
District level staff interviewed 
District Health Officer =2* 
RCH Officers =3 
DPMO =2* 
District ASHA Facilitator/Coordinators =§ 
Taluk ASHA mentors = 16 
District Program Managers =2* 
PHC Medical Officers = 
ANMs =12 
ASHAs =13 


[* in one district, few scheduled district-level interviews could not be completed due to scheduling conflicts] 


3.4.3 STUDY METHODS 
The methods were key-informant, in-depth interviews at the state level and a combination of in-depth 


interviews and focus group discussions at the district level. 


3.4.4 STUDY INSTRUMENT 
b A semi-structured field guide (Annexure 2), with two different versions applicable for state-level 


and district-level interviews, was specifically prepared in English in consonance with the 
KSHSRC to be used in interviews at the state and district levels. The questions of this qualitative 
phase addressed the issues of Theme-1 and to some extent the Theme-2, i.e. governance, 


institutional mechanisms, management structures, stakeholder relationships and perceptions. 
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Briefly, interviews were conducted to cover the following issues: 
A. General Information 
l. Profile of ASHAs 
2. Reasons for becoming an ASHA 
3. Work Burden of ASHAs 
4. Acceptability of the ASHA 
5. Coverage of the ASHA program 
B. Specific Information 
1. Technical support: training 
2. Programmatic Support 
a. Grievance redressal 
b. Payment of Incentives 
c. Drugs kits, diaries and other material 
3. Social Justice 
4... VIESC 
VHND 


C. Overall Categorization of Work (to be graded as: + = minimal; ++ = average; +++ = substantial) 


Domain 
As perceived As perceived by 
by ASHAs others (district and 
state level 
stakeholders) 
tr a link worker 
Y role is mostly as facilitator (getting clients to 
healthcare professionals) 
on a community health worker -- role is in service 
provision such as: 


Y counseling, education 
Y making simple diagnosis and 
Y starting treatments for minor ailments 


As an activist 
Y Organizing village meetings 
Y Promoting collective action at village level 
Y Reaching services to the vulnerable 


D. Suggestions for improvement 
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3.5. QUANTITATIVE STUDY METHODS 


The methodology for the quantitative survey including the study questionnaires and the participants were 
as per the directions of the SHSRC obtained from the NHSRC. 


3.5.1 SPDY STAFF 
a _ District level Coordinators were the following consultants: Dr Kiruba Sankar 
(Chamarajanagar), Dr Farah Fathima (Kolar) & Dr Aditi Krishnamurthy (Haveri) 
b For each district, 4 Supervisors and 16 Field investigators were identified, trained and 
recruited. In Chamarajanagar district, the quality of work completed by 3 workers was 
found to be sub-optimal and beyond rectification at the first field visit on day 2; hence, 


they were asked to discontinue and their work was completed by the remaining workers. 


3.5.2 STUDY PARTICIPANTS 
Choice of government functionaries 


Four sets of functionaries were interviewed to obtain information regarding the functioning of the ASHA 


programme. The Auxiliary Nurse-Midwife of each selected cluster and the ASHA, AWW and any VHSC 


member of each selected village were the functionaries to be interviewed. 


Table 3.03 Choice of ANMs, ASHAs, AWWs and VHSC members for the quantitative study 


is 


Kolar Haveri Chamaraj 
anagar 
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Choice of programme beneficiaries 


As per the original protocol, two sets of beneficiaries were chosen in each village with a view to 
maximizing the number of beneficiaries interviewed within each district and cumulatively at the state 
level since this was perceived to be a critical objective of the ASHA programme under the National Rural 
Health Mission. 
= Beneficiary A > 4 mothers (per village) of children 0-6 months of age having utilized 
ASHA’s services during pregnancy 
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Beneficiary B > 2 mothers (per village) of children aged 6.1-24 months with illness in last 
month and utilized ASHA services 


Table 3.04 Choice of beneficiaries A (mothers with children <6 months) and beneficiaries B 


(mothers with children aged 6-24 months) 


Interviewee 
_ Haveri Chamaraj 
anagar 


Mode of selection 


Beneficiary B 2 mothers (per village) | ae a 


Choice of non-beneficiaries 


An innovation in the ASHA evaluation programme in Karnataka was the inclusion of non-beneficiaries of 
the ASHA programme. 


Non-beneficiaries could be identified based on the following criteria: 


Non-beneficiary (mother) => defined as a pregnant woman who has had a home-delivery in the 


last 6 months OR has not received her JSY amount in the last 6 months 
OR 


Mother of a Non-beneficiary (child) => defined as mother of a child aged 6.1-24 months 
currently with a child eligible for measles vaccine but has not received it OR who has had a 
childhood illness episode (eg. diarrhoea or respiratory infection) but has not received ASHA 
services 

At least one non-beneficiary was interviewed per village. This was obtained not from ASHA or ANM or 
AWW but from beneficiaries in each village who were questioned about anyone they knew in their 
neighbourhood who had not sought or obtained services from ASHA or who had home delivery. 


Table 3.05 Choice of non-beneficiaries of the ASHA programme in the 3 districts 
Interviewee 


Mode of selection 


No per district 


Haveri Chamaraj 
nagar 


3.5.3 STUDY INSTRUMENTS & TRANSLATION 
Separate questionnaires for ASHAs, ANMs, AWWs, VHSC members and for beneficiaries A & B 


that were prepared and used earlier in other states were shared with us by the SHSRC for use in 
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Karnataka. These questionnaires were translated into Kannada & back-translated into English for use 
in our study districts. They were subsequently pre-tested for item-clarity and reliability prior to use in 


the survey. 


Non-beneficiary questionnaire (Annexure 3) specifically prepared for Karnataka was also used. 


3.5.4 TRAINING OF FIELD INVESTIGATORS 
An intensive, 2-day classroom training programme (Annexure 4) was scheduled and carried out ina 
standardized manner by the district coordinators. This was organized in a staggered manner across the 
3 districts. Day 3 to carry out a pilot survey in neighbouring villages near the district headquarters in a 
non-study taluk to familiarize the field staff with the different study questionnaires and a de-briefing 


session was held in the evening of the same day for further clarifications. 


Table 3.06 Schedule of the training programme for field supervisors and field investigators 


day 
ic re 
Chamarajanagar | Dayl 


Haveri Day 2 Day 3 
me ; JB See ae 


3.5.5 QUALITY ASSURANCE 
Numerous steps were taken to ensure quality assurance in field data collection: 


c Rigorous selection process of using qualified and experienced staff, preferably at Bachelor’s level 
for supervisors and higher secondary education for field investigators. A sample from one district 
is provided as an example (Annexure 5) 

d Rigorous training in all questionnaires with identification of weak trainees and refresher training 
in a classroom setting on day 1 & day 2 

e Pilot study on day 3 ina few villages near the workshop venue for the trainees to practice 
questionnaire administration in real-life setting (of at least the following 3 questionnaires — 
ASHA, Beneficiary A & Beneficiary B) followed by a de-briefing session wherein the district 
coordinator identified errors and offered clarifications 

f Field-level monitoring systems wherein 100% of forms are physically verified for completion and 
legibility at the end of the day and authenticated (by signing at the end of each questionnaire) by 


the field supervisor 
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g _ Instituting a system of independent sample data verification by a team of Independent Surveyors 
with extensive field experience from St John’s Research Institute making surprise field visits to 


check on data quality, offer feedback and also complete a Re-sampling questionnaires 
(Annexures 6a, 6b, 6c) 


3.5.6 CONTRACT AND APPROVAL 

A contract was signed in the first week of February 2012 between the ‘client? (SHSRC-Karnataka) and 
the ‘consultant’ (Catholic Bishops Conference of India — for the St John’s Research Institute that is a 
constituent unit of the St John’s National Academy of Health Sciences, Bangalore) for the 
implementation of the project ‘Evaluation of ASHA programme in Karnataka’. Following this, a letter 
was sent out from the office of the SHSRC to the concerned state and district level officials to offer full 


cooperation to the study team to facilitate smooth functioning of the interview process. 


3.5.7 PROJECT TIMELINE & ADMINISTRATIVE SCHEDULE 
— 3.03 Gantt’s chart of the a] timeline 


eel a 
. a 

Feb - | Feb- | Feb- | Mar- | Mar- | Mar- | Mar- | Apr- | Apr- 
vet Ww 


Administrative schedule 
Muster rolls for attendance (Annexure 7), field plans (Annexure 8), field monitoring checklists 
(Annexure 9), and documentation systems for transfer of completed questionnaires (Annexure 10) 


were used for ensuring smooth and transparent workflow 
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4 RESULTS & DISCUSSION 


4.1 REPORT OF THE QUALITATIVE RESEARCH 


Key-informant in-depth interviews were held with the state- and district-level staff. Group discussions 
and interviews were held with the taluk-level ASHA mentors, medical officers, ANMs, anganwadi 
workers and the ASHAs. 


A. General information 


I. Profile of ASHAs 
Overall, a total of 33750 ASHAs had been recruited and were in position currently in the state of 
Karnataka. Of these, 7680 (22.8%) belonged to scheduled castes, 3252 (9.6%) belonged to scheduled 
tribes and 3168 (9.4%) belonged to other backward castes (OBC) or were widows — thus satisfying many 


of the selection criteria for ASHAs. 


The ASHA scheme was initiated at different points in time for the three study 3 districts -- in 2007 for 
Chamarajanagar, in 2008 for Kolar and in 2009 for Haveri. 


All districts prioritized women from poorer backgrounds, belonging to scheduled caste/ tribe families. All 
districts reportedly ensured the social acceptability of the potential candidates for the post of ASHA. The 
age of the ASHAs varied between 18 years to 40 years. Most were married. Chamarajanagar reported to 
have a few ASHAs who were unmarried (in difference to the guidelines for ASHA selection) but were all 
above the age of 25 years. Haveri reported that a few ASHA workers were widows and divorcees. In all 
three districts, the ASHA workers had a minimum qualification of 7" standard. A few had even 
completed their B. Ed. and Diplomas. In Chamarajanagar, women who were tubectomized were 


prioritized. 


The selection process varied between districts. Kolar had a list of potential candidates prepared after 
consultation with the gram panchayat members and other key members in the villages. An informal 
interview was conducted by the PHC staff before selection of the candidates. In Chamarajanagar, no 
formal application process was followed. The Village Health Committee (not VHSC) was in-charge of 
selecting women for the ASHA scheme. The ANM played the main role in selection of the ASHAs, in 


consultation with the gram panchayat (GP) President. In most villages, 2-3 women were short-listed and 
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one selected for training from amongst them. The gram panchayat nominated candidates for the post of 


ASHA in Haveri district after announcing the call for potential candidates. 


The ASHA mentors in Kolar reported that they experienced undue political pressure during the selection 
process but generally those with political influence were not selected if they did not possess the necessary 
qualifications and skills. In Haveri, mentors said that women who were nominated for political reasons 


found that they were not capable of taking on the amount of work an ASHA had to do and had since 
dropped out. 


2. Reasons for becoming an ASHA 
In all the districts, stakeholders reported that the monetary benefit was the main motivation to 
volunteering to take on the role of an ASHA. Some reported that the driving factors were the need to 
work and serve the community in which they lived. Being an ASHA gave the lady a status of respect in 
the community. Some felt that they would become government servants in time like the anganwadi 
workers. In one district, the ASHA workers said that they were not aware that they were to receive any 


monetary compensation. 


3. Work burden of an ASHA (working hours and population coverage) 
In all districts, the ASHAs covered a population of about 1000 (extending to 1500 in Kolar) -- usually in 


one village, sometimes extending to 2-3 villages. 


The number of working hours was supposed to be about 2 hours per day; this was however variable. 
During a month, the ASHA worker spent at least 3-4 full days for meetings and tubectomy camps. If she 
had to accompany a client for a delivery then she had to spend 2-3 full days. Of late the number of hours 
of work an ASHA worker had to put in had increased. On an average, ASHAs spent between 3 and 5 
hours per day on health-related work. While the ASHAs estimated their daily workload on the higher side 


at 14-18 hours per week, all other district and state-level officials pegged it at 8-12 hours per week. 


4. Acceptability of the ASHAs 
Community level: Despite initial skepticism, people were increasingly seeking the services of ASHAs. At 
the village level, the acceptability of ASHAs was improving. Increasingly, the communities were 
demanding and expecting the ASHA to stay with the mothers and newborns at the hospital. The 
communities were reportedly more happy with the ASHAs vis-a-vis the ANMs. The ASHAs were also 


being asked to accompany persons to the hospitals for other ailments as they knew the systems within the 
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hospital. Sometimes the families were shirking their responsibilities towards the care of the mother due to 
the presence of the ASHA. Some community members gave them a lot of respect which was previously 


not there by calling the ASHA a ‘Sister’ (like a nurse). 


By and large, there were no caste-related issues in the community acceptance of the ASHAs in Kolar and 
Haveri. In Chamarajanagar, some upper caste villagers had begun to seek the services from SC/ST 
ASHAs, especially after the home-based neonatal care (HBNC) services were introduced. Even so the 
ASHAs were not allowed to enter upper caste households but to provide the services at the doorsteps of 


such households. 


Family support: Most ASHAs got good support from their families due to the respect they got as ASHAs 
and also because of the monetary gain through incentives. The families were concerned about the ASHAs 
safety as they had to visit and accompany patients at night in case of deliveries and emergencies. Some 
were unhappy about the quantum of reimbursements the ASHAs got as incentive. Some ASHA workers 
reported having to face pressure from their family members due to neglecting domestic responsibilities or 


their own children on some days. 


AWWs_and ANMs: The ASHAs had now taken over several of the health-related activities of the 
anganwadi workers and ANMs. They complemented the work of ANMs and worked smoothly in tandem 
said all stakeholders. There were very rare instances of friction between the ASHAs and ANMs or 
ASHAs and AWWs particularly during VHNDs and immunization sessions. 


Health care personnel: The ASHAs reported that they were not given enough respect by the personnel at 
the hospitals when they accompanied mothers and other patients. Doctors felt that the ASHA workers 
didn’t show the kind of respect others showed medical professionals. “They act like they know quite a 


lot” said one doctor. 


5. Coverage of the ASHA program 
Chamarajanagar had a 15.4% (120/799) dropout rate, Kolar and Haveri had a dropout rate of 10.1% 
(99/985) and 8.8% (98/1112) respectively. In Haveri, 60 ASHAs (5.4%) had been newly trained to fill the 
vacancies of the drop-outs. The reasons stated for dropping out were difficulty in escorting ANC women 
to the hospitals at night, family issues, quantum of incentives for institutional deliveries being 
insufficient, lack of higher educational opportunities, alternate job opportunities and problems with 


transport and access to services. 
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In Chamarajanagar, the drop-out rate was higher in the tribal and forest areas. New candidates had been 


recruited in the event of an ASHA dropping out following training in all 3 districts. 
B. Specific information 


1. Technical support: Training 
At the state level, training modules 1-5 had been covered for all the recruited ASHAs; training for rounds 
6 & 7 were currently on-going. Training costs at the state level amounted to about Rs. 7000/- (seven 
thousand) per ASHA. Training in Chamarajanagar commenced in 2007 followed by Kolar in 2008 and 
Haveri in 2009. The persons conducting training varied between districts. In Chamarajanagar, training 
was conducted by an NGO, Karuna Trust. In Haveri and Kolar, the training was conducted by the ASHA 
mentors who were in turn trained by the government trainers. The Training of Trainers was a 15-day 
residential training. The ASHA trainers were government staff nurses for Haveri and Kolar districts and 


were nurses who had completed GNM training for Chamarajanagar district. 


The first round of training was for 30 days; 21 days of residential classroom-based sessions were followed 
by 9 days of field training. Field training varied between districts. In Haveri, field activity was done by 
the ASHAs in their respective villages. They were monitored by the ANMs for these 8 days. There was 
no formal documentation of this. In Chamarajanagar, the ASHAs visited a subcenter and conducted a 
household level survey in their respective villages. This was reviewed by the trainers. In all districts, the 


trainings were conducted in successive batches. 


Modules | to 5 were covered in the first round of training. The second round consisting of training in 
Home Based Neonatal Care — the Gadchiroli Model (Modules 6 & 7) is on-going. Modules 6 &7 were 
reportedly skill-based training modules as compared with the earlier modules which had relatively more 


theoretical information. 


Some of the ASHAs had also undergone short 1-2 day trainings on Malaria, Leprosy, Pulse Polio 
immunization, TB/DOTS, HIV/AIDS, Reproductive Tract and Sexually Transmitted Infections. 


No refresher trainings have been conducted in any of the districts. There has been no directive from the 


State regarding refresher training courses. However all stakeholders expressed a need for Refresher 


Training. 
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2. Programmatic support 
The monthly PHC level meetings were held on the 21“ of each month. The activities undertaken by the 
ASHAs were noted and the details of incentives to be paid were noted during this meeting. The ASHAs 
occasionally got technical inputs from the PHC medical officer though this was not a regular feature. 


The meetings were usually conducted by the LHV/Staff Nurse. The ASHA mentors also attended these 
meetings. 


a. Grievance redressal 
Grievances and issues were usually dealt with at the PHC level. If not possible, this was taken up at the 
taluk level and the district level sequentially. An ASHA grievance cell headed by the DHO with the 
RCHO as member secretary was present in one district. The district ASHA Resource Center was headed 
by the District RCH Officer. The Taluk ASHA Resource Centers were headed by the Taluk Health 


Officers with the Taluk level mentors and Block Program Managers as members. 


The overall interaction between the ASHA mentors and the ASHAs was less than optimal as reported by 
several stakeholders including the ASHAs. The Taluk ASHA mentors were currently not able to meet all 
ASHAs every month. Despite the fact that many stakeholders felt that the reports compiled by the ASHAs 
were better than the anganwadi workers and sometimes even the ANMs, there was still doubt amongst 
some officials regarding the reliability of these reports compiled at the PHC level to monitor the work of 
the ASHAs. 


b. Payment of Incentives 
Cumulative expenditure by the state government for the ASHA programme amounted to Rs 50 crores (5 
million) for the incentive payments alone every year. The current payment to the ASHAs from the 
government was incentive-based. The mode of payment was by mainly by cheque. Recently, online 
bank transfers directly to ASHA’s bank account had begun in some taluks in Haveri district. The PHCs 
found the direct bank transfers convenient; the ASHAs were also happy with it. The drawback, from the 
ASHAs perspective, noted in such online transfers was the lack of a detailed breakup of the amount 
received under various headings like JSY, immunization, etc. There were 25 line items for incentives to 
be given to ASHAs. A note of the total amount due to the ASHA worker was made at the monthly PHC 


meetings. 
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The amount received by the ASHAs as incentive was variable (usually between 1000- 2000 per month). 


Payments were not always regular and was sometimes made at the end of 3 months. 


The ASHAs said that they occasionally received ‘token’ payments (not related to the incentives from 
the government) from the beneficiary families in cash or in kind. This was usually from the richer 


families who insisted on giving them a certain amount of money as a token of gratitude. 


Difficulties and disputes regarding incentive ents: When pregnant mothers went to bigger hospitals 
e.g., medical college hospitals for delivery and the ASHA accompanied her, there were problems in 
securing appropriate proof that the ASHA was available at the time of delivery. Doctors and nurses in 


such hospitals refused to sign the documents that the ASHA submitted to them. This resulted in loss of 


incentives. 


Disputes in accessing incentives also happened due to the mothers’ travel between their maternal and 
married homes. Although travel occurred in both directions, into and out of villages, it led to loss of 
incentives for the ASHA in small villages and tribal areas due to unequal proportions who were 


migrating. Similar problems were witnessed in accessing incentives for completed child immunization 


too. 


VHNDs were organized every month in one of the villages under a sub-centre. When VHNDs of multiple » 
villages were clubbed, ASHAs of all villages under the sub-centre mobilized women and families to 


attend these sessions. However, only one of the ASHAs got the incentive. 


In villages with more than one ASHA, the incentive for convening the VHSC was paid only to one of the 


ASHAs, who was the Member-Secretary of the VHSC. This created friction between the ASHAs. 


Comments and opinions on incentive payments: Most stakeholders said that the ASHAs should receive a 
fixed monthly honorarium like the AWW. They said that with the work-load that the ASHAs had, they 


would find it hard to balance it with their other sources of income like coolie work. 
The argument against a fixed honorarium was a risk of the ASHA functioning sub-optimally if she were 


to receive a fixed sum per month much like the ANM. One officer said “ASHAs have just arrived but 


they expect all benefits and identity” and “fixed salary will make them dominant”. 
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c. Drugs kits’, diaries and other material 
Fixed drug kits were issued to the ASHAs at the time of initial appointment. Subsequently they were 
initially replenished at district level. Later the replenishments were to come from the PHC. Currently only 
some PHCs are able to replenish drug stocks effectively. The ASHAs were running out of drugs often. 
Drug kits have not been distributed uniformly. There was no friction between medical staff at higher 
levels and the ASHAs with respect to dispensing of drugs in the community. However, if the PHC stocks 
of certain drugs were low, they were unable to replenish ASHA’s stocks. ASHAs had been instructed to 
procure the drugs and other primary care materials of the drug kit from the untied fund available with the 
Village Health and Sanitation Committees. But there were instances where VHSC members had not 


obliged to procure drugs from VHSC untied funds and in some instances had also demanded ‘unofficial 


payments’. 


The ASHAs in some taluks had been given thermometers, digital watches, newborn weighing scales 
(spring balances), infant warmer blanket and ORS following training on Home-Based Neonatal Care. The 
ASHAs had been provided mobile-phones in some districts. All the ASHAs in the state were recently 
given uniforms. The ASHAs reported that they were able to command better respect from the people with 


these uniforms. 


3. Social Justice 

All stakeholders said that the ASHA was trained to cater to all the people whether they were poor or not. 
Some of the doctors said “there is no question of social justice for ASHAs. They give equal care to 
everybody”. On probing they said ASHAs were trained on identifying ‘at risk’ clients. The stake holders 
were unable to say how the ASHAs were actually trained in identifying marginalized households. 
However in practice the prioritization of marginalized households by the ASHA were taking place. 
Marginalized households were identified as SC, ST or BPL (below poverty line) families. There is 
however no formal documentation of work done towards targeting of marginalized households by the 
ASHAs. 

In some places it was noted that ASHAs were more likely to assist and accompany those women from 
richer families as there was the practice of giving gifts in cash or kind from their families rather than 


from poorer families. 


Z Disposable delivery kit (DDK) for clean deliveries at home, Tab. Iron Folic Acid (L), Tab Punarvadu mandur (ISM 
preparation of Iron), ORS packets, Tab. Paracetamol, Tab. Dicyclomine, Povidine ointment tube, Thermometers, 
Cotton absorbent roll, Bandages (4cm x 4 cm), Tab. Chloroquine, Condoms & Oral Pills (in cycles) [Ref: 
http://www.mohfw.nic.in/NRHM/ASHA_Kit.htm] 
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4. VHSCs 


VHSCs were present in most villages but were not necessarily functional. The ASHA mentors reported 


that village health plans were being prepared, but the ASHA workers did not confirm the same. 


The gram panchayat members usually decided the way in which the untied funds were used. The ASHA 
workers did not have much of a say in the use of these untied funds. The untied funds were used to buy 
first-aid boxes, chappals, bleaching powder ete and for arranging transport. The panchayat members 
proved to be difficult in some places. ASHAs were sometimes asked to sign cheques and members took 
the money. The suggestion for the system to work better was that the ASHA and the ANM be made co- 
signatories to the account instead of panchayat members. In some instances VHSC presidents demanded 


‘unofficial payments’ in exchange for their signatures on cheque leaves. 


The cooperation of panchayat raj functionaries with ASHAs and other NRHM staff was less than 
satisfactory in many villages. The attendance of the PRI members in training sessions and monthly 
meetings of the VHSC was poor in one district. Some PRI members were demanding money from the 
ASHAs to attend meetings saying that since ASHA was being paid an allowance for convening the 


meetings, they too should be paid to attend the meetings. 


5. VHNDs 
The VHNDs were happening somewhat regularly (70%) in the villages. The focus was on ANC, PNC, 
Child health issues. 
Sometimes even elected representatives did not attend VHNDs. The AWWs did not cooperate optimally 
with the ASHAs at times for the VHNDs when the ASHAs were trying to mobilize people for the 
VHNDs. 


Some of the newly recruited ASHAs were still a bit diffident and did not speak up in front of the gram 
panchayat members. Many of them were bold and had leadership qualities to help mobilize people and 
action. 

C. Overall categorization of work 
The officers felt that the performance of ASHAs was overall average, good according to the mentors. 


They were performing well in certain areas of work such as escorting women for deliveries, 
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immunization, postnatal visits and referral. Many ASHAs are sincere and are willing to go the extra mile 
to provide services. One of the ASHAs had even arranged for a blood transfusion for a just-delivered 
woman, through her daughter as a donor. ASHAs had supervised the MDM and ICDS schemes and had 
given suggestions to improve the quality of food. One ASHA had arranged for a health camp in her 


village after a diarrhea outbreak. Another had petitioned the Panchayat to prevent water stagnation. 


The ASHAs said that they had not organized people and promoted collective action to solve the problems 
of the community. According to the mentors, ASHAs had not taken their activist role seriously. ASHAs 


said that they were involved in activism to some extent. 


Many stakeholders other than the ASHAs themselves feel that the unionization/ collectivization of 


ASHAs and demanding that they be soon absorbed as government employees was a problematic issue. 


Most stakeholders including the ASHAs themselves graded their work to be predominantly as a link 
between the community and the health care system and to a certain extent as community level health 


worker and minimally as an activist. 


Table 4.01 Perceptions on work done by ASHA in the three domains as reported by ASHAs and 
other stakeholders 


Domain 


Work actually done by ASHA 


As perceived As perceived by 
by ASHAs others (district and 
state level 


stakeholders) 


As a link worker 
Y role is mostly as facilitator (getting clients to 

healthcare professionals) 

As a community health worker -- role is in service 

provision such as: 

Y counseling, education 

Y making simple diagnosis and 

Y starting treatments for minor ailments 


As an activist 
Y Organizing village meetings 

Y Promoting collective action at village level 
Y Reaching services to the vulnerable 


Key: + = minimal; ++ = average; +++ =substantial 
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The main impact of the ASHA program reported was in the reduction in the number of home deliveries in 
the districts along with the presence of other programmes such as JSY and emergency transport (eg. 108 
services).. The ASHAs had gained a lot of knowledge and are much more confident in interacting with 


people. 


D. Suggestions for improvement as outlined by stakeholders 

1. Fixed salary + incentives for ASHAs would be appropriate (Incentive for hysterectomies, referral of 
sick people especially children and eye camps) 

2. Health insurance cover for ASHAs and their families would be appreciated 

3. Provision of refresher training for ASHAs and also training in the delivery of care to people with 
diabetes, hypertension and other chronic diseases in the villages since these were seen commonly 

4. Mopeds to facilitate transport 

5. Stay arrangements at the hospital and compensation for food and refreshments 

6. Instead of vesting financial powers with gram panchayat members, the ASHAs should be allowed to 
hold the accounts jointly with ANMs. This would ensure that funds were available when needed and 
not misused by elected representatives. This would ensure more accountability. 

7. Some selected ASHAs to be identified based on the feedback from the ANMs, PHC/CHC MOs and 
the ASHA mentors and to be promoted as ‘cluster-level’ ASHA facilitators. The size of the cluster to 
be decided based on the resources available and the feasibility of supportive supervision possible by 
the facilitators in the cluster assigned to each. 


8. Some ASHAs are to be promoted by selecting them for ANM training. 


Additional comments 

One officer felt that ASHA workers were making the people in the community more dependent. Instead 
investment should be on education and make the people aware of their rights and responsibilities towards 
their own health. According to one officer, the government should integrate the work of ASHA and 
AWW. Managing the ASHAs and their grievances has added to the burden of work of Medical Officers. 
One officer felt that the ASHAs donned an activist garb only to demand increased incentives/payments 


for themselves. They usually did not involve themselves in collectivization of the community for local 


health promotion or other efforts. 
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4.2 RESULTS OF THE QUANTITATIVE STUDY 


4.2.1 SURVEY COVERAGE 

The following table depicts the actual numbers of various study participants who were finally contacted 

during the study period for the quantitative interviews. 100% of study areas (clusters and villages) were 

covered in the survey. Among functionaries, coverage rate ranged from 95% (VHSC members) to 100% 


(ANMs); coverage among programme beneficiaries was 97%; and only 72% of non-beneficiaries could 


be contacted. 


Table 4.02 Coverage of various categories of study participants in the quantitative survey 


State-wide sample Sample completed 
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363 392 
(96%) 
189 189 
Non- 217/300 (72%) 87 52 78 
beneficiaries 
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VHSC 286/300 (95%) 
The study shows that without exception all ASHAs were women. Nearly three-fourths (215/291) of them 


4.2.2 ASHA PROFILE 


Sex, age-distribution and marital status 


were in the age-group of 26-35 years (Fig 4.01). Nearly 90% (261/294) were married women (Fig 4.02). 
Haveri district had a relatively higher proportion of women who were widowed/divorced/separated 


compared to the other two districts. 
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Fig 4.01 Age distribution of ASHAs 
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Fig 4.02 Distribution of ASHAs by marital status 
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Number of Children 


Most (73.1%) ASHAs had borne one or two children; ranging from 68.7% in Kolar district to 79.4% in 
Haveri district. The proportion of ASHAs with no children was low (5.2%). Over 25% of ASHAs in 
Chamarajanagar district had >2 children; the corresponding figures for Kolar and Haveri districts were 


22.2% and 17.5% respectively. Overall, 21.7% ASHAs in these three districts had >2 children. 


Educational Status of ASHAs 
Nearly 90% (264/294) of ASHAs had completed 8" standard in schooling (Table 4.03). 
Table 4.03 Distribution of ASHAs by completed education 


Kolar Chamarajanagar Haveri Total 
Primary school completed 2.0% 13.4% 15.5% 10.2% 
Middle school completed 24.0% 50.5% 26.8% 33.7% 

(8th pass) (24/100) (49/100) 
Secondary school 55.0% 27.8% 44.3% 42.5% 
(55/100) (27/97) (43/97) (125/294) 
Intermediate completed 16.0% 8.2% 9.3% 11.2% 
Graduate/ Diploma holder 3.0% 0.0% 4.1% 2.4% 


Average monthly family income of ASHAs 


About 16% (48/294) of ASHAs reported total family income of less than one thousand rupees per month. 
Majority came from households with incomes ranging from 1000 to 5000 per month (Table 4.04). 
Table 4.04 Distribution of ASHAs by monthly family income 
Kolar Chamarajanagar Haveri Total 
(n=100) (n=97) (n=97) (n=294) 
Below Rs. 1000 11.1% 20.8% 17.5% 16.4% 
(11/100) (20/97) (17/97) (48/294) 
Rs. 1000- Rs.3000 58.6% 56.3% 62.9% 59.2% 
(58/100) (54/97) (61/97) (193/294) 
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21.2% 19.8% 16.5% 19.2% 


Rs. 3001- Rs. 5000 
(21/100) (19/97) (16/97) (56/294) 
Above Rs 5000 9.1% 3.1% 3.1% 5.1% 
(9/100) (3/97) (3/97) (15/294) 


Main earning member in the family 


For most ASHAs (78.4%), the chief earning member of the family was the husband. Close to 80% of 
ASHAs’ families were dependent on the husband for the main source of income in Kolar and 
Chamarajanagar districts, while the corresponding figure for Haveri was 76%. In 5% of ASHA 
households, the chief earning member was the father of the ASHA. In another 6% of households, other 
male or female members in the family contributed most to the family income. 

ASHA herself was the chief earning member in 11% of households, overall. More than 12% of ASHAs 
reported themselves to be contributing most to the family in Chamarajanagar district, while 10% of 


ASHAs reported so in Kolar and Haveri districts. 


Main income generating activity done by ASHAs: 

About 44% ASHAs reported that the main income generating activity they indulged in was the ASHA 
work itself. Close to 50% of ASHAs in Chamarajanagar and Haveri districts but only 31% of ASHAs in 
Kolar district were dependent on the ASHA incentives for their income. 

Over 53% of ASHAs were also involved in other modes of income generation including agriculture, 
manual labour, animal husbandry and other activities. This proportion was highest in Kolar district 
(66.7%) and less than 50% in Chamarajanagar and Haveri districts. 

Less than 2% of ASHAs were employed in a government or private position, drawing a fixed, regular 


salary. 


Religion 

97.3% ASHAs were Hindus, with little variation between the districts (98% in Kolar, 99% in 
Chamarajanagar and 95% in Haveri). The representation of women from other religions was quite low; 5 
Muslims in Haveri, 1 Christian in Chamarajanagar and 2 women professing other religions in Kolar. 
This is in contrast with the state average which comprises of 83% Hindus, 12% Muslims, 3% Christians 


and 2% others. 
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Caste of ASHA 


Over 45% (131/288) of ASHAs belonged to SC/ST in these three districts put together. Proportions 
across the three districts varied with values ranging from 30% (29/970 in Haveri to 59% (55/94) in 
Chamarajanagar. This was proportionate to the SC/ST population within these districts in the general 


population suggesting adequate representation of marginalized groups in the ASHA workforce. 
Fig 4.03 Distribution of ASHAs by caste 


ASHAs belonging to Scheduled Castes and Scheduled Tribes 
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Households and population coverage 


Over 97% of ASHAs in the three districts were covering more than 100 households. Only 5 ASHAs in 


Kolar district (5%) and 2 in Haveri district (2.1%) reported serving less than 100 households in their 
coverage area. 


Fig 4.04 Distribution of ASHAs by population coverage for work 
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Population coverage by ASHA 
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4.2.3 ACTIVITY REPORTING BY ASHA 


The proportion of ASHAs reporting to a line-listing of all activities done over the last 6 months is 
depicted in Table 4.05. A very high proportion (>80%) of them have reported key activities such as 
home-visits, ANC counseling and escort services for delivery. A sizeable majority attend VHSC meetings 
and visit household to see newborns. But participation in other activities appears to be sub-optimal — 
managing minor illnesses, being DOTS providers for tuberculosis patients and organizing village 
meetings for health action. Deficiencies in illness management are linked to failure of replenishment of 


drug kits by the health system. But their role in the other two activities can be stepped up further. 


Table 4.05 Frequency of various activities self-reported by ASHAs over the last 6 months 


Kolar Haveri Total 

(n=100) (n=97) (n=97) (n=294) 

House hold visits 83.0% 97.9% 77.3% 86.1% 
(83/100) (95/97) (75/97) (253/294) 


Counseling women on all aspects of 87.0% 89.7% 87.6% 88.1% 
pregnancy (87/100) (87/97) (85/97) (259/294) 


Chamarajanagar 


Accompanying women for delivery 98.0% 97.9% 92.8% 96.3% 
(98/100) (95/97) (90/97) (283/294) 
Visiting newborn for advice/care 60.0% 86.6% 73.2% 73.1% 


(60/100) (84/97) (71/97) (215/294) 
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82.0% 95.9% 83.5% 87.1% 
immunization 82/100 93/97) 81/97) 256/294) 


Attended/ Organized VHNDs 40.0% 87.6% 43.3% 56.8% 
(40/100) (85/97) (42/97) (17/294) 


Consultation for minor illness of 38.0% 67.0% 17.5% 40.8% 
children and use of drug kit/ referral (38/100) (65/97) (17/97) (120/294) 


Nutrition counseling 62.0% 88.7% 55.7% 68.7% 
(62/100) (86/97) (54/97) (202/294) 


50.0% 82.5% 47.4% 59.9% 

50/100) (80/97) 46/97) (176/294) 
Any malaria control related work 30.0% 48.5% 17.5% 32.0% 
fey malaconee etme | cone, |__aren__|_ dren | coaaoe 


73.0% 93.8% 54.6% 73.8% 
_ = «& (73/100) (91/97) ( 53/97) (217/294) 
48.0% 58.8% 23.7% 43.5% 
(48/100) (57/97) (23/97) (128/294) 
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4.2.4 ACTIVITY REPORTING BY BENEFICIARIES 


The mean (+ standard deviation) age of beneficiary A was 22.6 + 3.0 years and ranging from 18-42 years 
with the mean (+ SD) of the number of children being 1.5+ 0.6. The mean (+ standard deviation) age of 


beneficiary B was 23.6 + 3.3 years and ranging from 17-40 years with the mean (+ SD) age of children 
being 13.1+ 5.4 months. 


Antenatal and intranatal care services 

Table 4.06 shows that ASHAs are very functional when it comes to antenatal and intranatal care services 
through counseling support and escort service. In a scenario where institutional deliveries have increased 
over the last few years after the introduction of multiple components of the NRHM such as ASHAs, JSY 
and emergency transport (eg 108 services), evidence from this table suggests that at least 60% (689/1141) 
of women who have had an institutional delivery attribute it to being a result of the motivation by the 


ASHA in their community. This is encouraging and illuminating. 


Table 4.06 Functionality of ASHAs as reported by mothers with children aged <6 months 
(beneficiary A) 


Women who were met by ASHA 84.4% 83.4% 86.5% 84.8% 
three times or more during their (335/397) (301/361) (340/393) | (976/1151) 
antenatal period 

Women who completed three or 90.4% 91.7% 92.9% 91.7% 
more antenatal checkups during (358/396) (333/363) (365/393) | (1056/1152) 
their pregnancy 


Women who were escorted by 80.1% 78.2% 72.1% 76.7% 
(317/396) (283/362) (281/390) | (881/1148) 
Women who reported presence of 78.8% 78.5% 70.0% 75.7% 
(312/396) (285/363) (275/393) | (872/1152) 
Women who had an institutional 55.5% 69.6% 56.8% 60.0% 


delivery and reporting motivation by | (217/391) (250/359) (222/391) | (689/1141) 
ASHA 
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Postnatal care services 


There is a variation in the type of postnatal care services offered by the ASHA. Some activities such as 
advising on breastfeeding and its impact on early initiation of breastfeeding, home-visits to see the 
puerperal mother are reasonably high (Table 4.07). On the other hand, service offering on certain 
important aspects such as danger sign management (post-partum haemorrhage), contraceptive use and 
maternal nutrition remain sub-optimal (Table 4.08) — these are important and need to be acted upon 


giving that they are potential life-saving or can help reduce serious morbidity for the woman and the 
family. 


Table 4.07 Postnatal care services by ASHAs as reported by mothers with children aged <6 months 
(beneficiary A) 


Women who received advice on 94.1% 91.3% 66.2% 83.6% 


breast feeding from ASHA after (370/393) (324/355) (260/393) | (954/1141) 
child birth 


Women who initiated breast feeding 86.6% 79.9% 73.5% 78.8% 
within one hour of birth of the baby (485/585) (430/538) (422/574) | (1337/1697) 
Women who were visited by ASHA 78.9% 63.9% 73.8% 72.4% 


three times or more during (310/393) (230/360) (290/393) | (830/1146) 
postpartum period (6 weeks) 


Table 4.08 Postnatal care counseling services by ASHAs as reported by mothers with children aged 


>6 months (beneficiary B) 


47.1% 58.4% 


Nutrition 80.6% 48.97% 
(145/179) (96/196) (89/189) (330/564) 
Care during excessive bleeding 22.9% 16.8% 5.3% 14.9% 
(41/179) (33/196) (10/189) (84/564) 


41.7% 15.8% TA% 21.2% 
(75/179) (31/196) (14/189) (120/564) 


Contraceptive use 


Counseling by ASHA regarding early initiation of breastfeeding and immunization at birth were reported 


to be high by the mothers. It was however low in other areas such as exclusive breastfeeding, 
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thermoregulation of newborn (no early bathing and keeping baby warm) and social determinants of health 
(such as birth registration). Among the districts, newborn care counseling services was typically 


suboptimal in Haveri district as compared to the other two southern districts. This is shown in Table 4.09. 


Table 4.09 Newborn care counseling services by ASHAs as reported by mothers with children aged 
>6 months (beneficia 


Chamarajanagar Haveri Total 
Early initiation of 96.1% 93.9% 60.3% 83.5% 
breastfeeding (173/179) (184/196) | (114/189) | (471/564) 


Exclusive breastfeeding 85.6% 65.6% 43.9% 64.7% 
(154/179) (129/196) | (83/189) | (365/564) 


No early bathing 61.7% 46.2% 20.1% 42.4% 
(111/179) (91/196) | (38/189) | (239/564) 


Keeping the baby warm 87.2% 57.7% 61.9% 68.7% 
(157/179) (109/196) | (117/189) | (387/564) 
Immunization at birth 92.3%' OF 75.5% 85.2% 84.2% 
(167/179) (148/196) | (161/189) | (476/564) 
Birth registration 77.8% 60.2% 30.2% 55.8% 
(140/179) (118/196) | (57/189) | (315/564) 
Table 4.10 Child feeding practices among mothers with children aged >6 months (Beneficiary B) 


6.1% 9.6% 
(12/196) (54/565) 


Proportion of mothers who 
gave pre-lacteal feeds during 
the first 3 days of child birth 


16.9% 
(32/189) 


5.6% 
(10/179) 


Proportion of mothers who 
started complementary feeds 
at 6 completed months of 

child’s age 
Proportion of mothers who 
started complementary feeds 
between 4" and 6" month 


38.6% 
(218/565) 


38.1% 
(72/189) 


36.7% 
(72/196) 


41.1% 
(74/180) 


14.9% 
(84/565) 


19.4% 
(38/196) 


9.5% 
(18/189) 


15.5% 
(28/180) 
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Most mothers continued exclusive breastfeeding in the first 3 days; less than 10% (54/565) reported 
giving pre-lacteal feeds -- was relatively higher in Haveri as compared to the other 2 districts. Only 40% 
(218/565) of babies were started on complementary feeding at 6 months of age; about 15% (84/565) 
were started on early and 47% (263/565) started on late (after 6 months) (Table 4.10). Immunization 


facilitation services for ‘any immunization’ was very good for all 3 districts (Table 4.11). 


Table 4.11 Child immunization practices among mothers with children aged >6 months (beneficiary 
B) 


Proportion of children who were found 99.4% 95.5% 98.9% 98.8% 
to have received any vaccine (179/180) (192/196) | (187/189) (558/565) 


Proportion of children facilitated with 96.0% 96.29% 94.18% 94.5% 
immunization by ASHA (168/175) (182/189) | (178/189) | (534/565) 


Table 4.12 Childhood illness management practices among mothers with children aged >6 months 


(beneficiary B) 


Proportion of mothers who met 

ASHA for any childhood illness 
Proportion of children aged 6 to 23 
months with diarrhea during the last 
one month 
Proportion of mothers with a child 
aged 6 to 23 months with diarrhea 
during the last one month and who 
received services of ASHA 


95.6% 99.5% 100% 98.4% 
(175/183) (191/192) (189/189) (555/564) 


40.9% 22.3% 63% 42.6% 
(74/181) (44/197) (119/189) (237/556) 


71.1% 
(162/228) 


66.7% 
(26/39) 


73.1% 
(87/118) 


(48/72) 


50% 
(37/74) 
45.5% 29.7% 82.4% 52.5% 

(80/176) (57/192) (155/188) (292/ 556) 


52.7% 
(146/277) 


Proportion of mothers with a child 
aged 6 to 23 months with diarrhea 
during the last one month and who 
received ORS from ASHA 


Proportion of mothers with a child 
aged 6 to 23 months with ARI during 
the last one month 
Proportion of mothers with a child 
aged 6 to 23 months with ARI during 
the last one month and who received 
services of ASHA 


49.8% 
(116/233) 


48.3% 
(57/118) 


55.0% 
(22/40) 


61.3% 
(95/155) 


32.7% 
(16/49) 


46.7% 
(35/75) 
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Management of childhood illnesses is shown in Table 4.12. A large proportion of mothers reported 
seeking ASHA’s support for any childhood illness in the family. But specifically for serious childhood 
illnesses such as diarrhoea and pneumonia, it was suboptimal with only about half the children with 
diarrhoea receiving ORS from the ASHA and half the children with ARI receiving care from ASHA. This 
could possibly because they did not seek ASHA’s services for some illnesses for which they might have 


taken them to physicians or others in the public or private sector 


4.2.5 REPORTING BY VHSC MEMBERS 


Contribution of ASHA work in the village by various categories according to the VHSC members is 
shown in Table 4.13. The findings were in consonance with reporting by ASHAs and beneficiaries in the 
quantitative study and also the data obtained from all stakeholders in the qualitative study - ASHAs 
contribution was high (80-95%) in ‘link worker’ categories such as improving institutional delivery and 
immunization rates in the villages; it was moderate (69%) for public health services like 
preventive/curative care & water and sanitation; it was low (25-50%) for activist roles such as promotion 


of health equity or rights awareness. 


Table 4.13 Contribution of ASHA in various healthcare services as reported by VHSC members 


Increasing institutional delivery 93.4% 
84.3% 
69.4% 
ep ed 
25.6% 
(31/121) 


Increasing immunization 


Increase in utilization of public health services 


Increased utilization of public health services by the marginalized 


Increased awareness of rights 


4.2.6 REPORTING BY NON-BENEFICIARIES 


Only 72% (216/300) of the total intended 300 non-beneficiaries could be identified during the study 


period in the 300 villages. This provided some indirect evidence that the ASHA programme was 
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functioning in most of the 300 villages in these selected three study districts as it was quite difficult to 


identify ASHA programme non-beneficiaries as per our definition of non-utilization of key Maternal and 
Child health care services. 


Various reasons for mothers in the community not being beneficiaries of the ASHA programme are listed 
in the table 4.14 below. 


Table 4.14 Reasons for non-beneficiary mothers not availing of ASHA services 


Not eligible for JSY 95.2% 
All necessary documents were not produced 27.38% 


ASHA’s help could not be sought/ ASHA could not be reached 7.14% 
(6/84) 
7.14% 
(6/84) 

21.42% 

(18/84) 


* totals tally more than 84 because more than one reason was possible for being a non-beneficiary 


Mother was not aware of JSY 


One important characteristic was that 35% of non-beneficiaries were from SC/ST households; similarly a 
large majority of the non-beneficiaries were from poor households (with household earnings being <1000 


rupees per month). 
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5 SUMMARY 


In summary, the ASHA programme was found to be successfully operational in the villages of these three 
study districts in Karnataka. The socio-demographic profile of ASHAs was in consonance with what was 
originally envisaged at the initiation of the programme with the NRHM. The qualitative and quantitative 
study methods have thrown sufficient light on the roles and responsibilities of the ASHAs and perceptions 


of various stakeholders. 


An area of criticality is the future status of the ASHA workers across the state. While they were recruited 
as voluntary workers from the community and though several of them claimed that they joined work for 
altruistic reasons (=primarily to serve the community), with increasing number of years of service within 
the flagship NRHM programme, the aspirations of the ASHA workers to be considered as government 
employees continue to grow and this needs to be acknowledged and handled in a sensitive manner. 
Additional human resource issues such as promotions, capacity development, eligibility for ANM 
training, etc need to be considered as well, with an overall view to improving the health of the rural 


population in Karnataka. 


Further, while at the national level, there may be differences in the way the ASHA programme was 
conceptualized and the way the functions within the three domains have been interpreted by the 
stakeholders, we offer some insights into the ‘achievements’ and ‘opportunities’ for the ASHA 
programme that national and state-level programme officers could consider in improving the programme 
in future. The ASHA workers perform tasks mostly as link workers and community health workers and to 
only a small extent as social activists. Within the domain of their link worker role, through their home- 
visits to the households of community members they have contributed to improvements in the basic 
antenatal care checkup programme and also in increasing the number of institutional deliveries and 
immunization. There are however opportunities for increasing their role in postpartum care (home-visits 
during puerperal period, counseling on danger signs and prompt referral) for reducing maternal morbidity 
and mortality (given that over 70% of direct maternal deaths occur in this period). Similarly targeted 
home-visits and better counseling on essential newborn care (feeding, temperature regulation), 
identification of danger signs and early referral along with nutritional counseling (appropriate 
complementary feeding) could help improve neonatal and child health. It also offers opportunities for 
changes within the programme that need to be considered by states where success rates increase to very 


high levels with regard to certain components (such as immunization) on whether there can be diversion 
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of incentives to weak areas of the programme that are identified locally so that the programme is flexible 
at the state level and can be contextualized according to the local needs. Motivation for birth registration 
could also be an important intervention on the social determinants of health. 

As acommunity health worker, they appear to be the first point-of-contact for several childhood illnesses. 
However their role vis-a-vis specific lethal conditions such as diarrhea and pneumonia needs to be 
specifically elaborated and their training needs to be enhanced to contribute to saving lives. Similarly, a 
more robust mechanism needs to be evolved for replenishment of their drug stocks at the peripheral level. 
Care of infectious diseases also needs to be improved specifically in the field of tuberculosis, where they 
could contribute to both ‘case-finding’ and ‘case-holding’. 

The role as a social activist is the one that is least covered currently. Given their own socio-economic and 
demographic background and the context in which they work within the hierarchy of the Indian rural 
community and within the health care system, this is understandable. However special inputs in 
improving social justice through reducing health inequities at the community level need to be emphasized 
as part of their training and routine monitoring and supervision. In addition, skills in assisting with 
collectivization of the community for public health efforts where individual action will not bear fruit 


effectively also need strengthening. 


Domain ASHA roles & responsibilities 


Home visits 
Antenatal care checkup 
Institutional deliveries 


Immunization 


Link worker/ 
facilitator 
(counseling, escort 
services, etc.) 


Postpartum counseling 
New born care & referral 

Child feeding (breastfeeding + complementary feeding) 
Vital event registration 


Increase ORS use in those with diarrhoea increase 
care/referral of those with pneumonia 
Increase participation in DOTS-TB care services 


Contact point for 
general ailments 


Community health 
worker 


Community Mobilization for rights & collective action 
Extra focus on marginalized households 


VHSC attendance 


Social Activist 


Improvements in any or all of these areas within the domains require continuous capacity-building to 


improve knowledge and skills of ASHAs through basic and refresher training, mentoring by the taluk and 
district teams, health care system support through provision of drugs and moral support, and special skill 


building in individual and group motivation for behavior change targeted against both the ‘unfinished 
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agenda’ of communicable diseases, maternal and perinatal conditions, nutritional disorders as well as the 
newer disease burden due to noncommunicable diseases and injuries. The curriculum and inputs need to 
reflect the on-going epidemiologic transition in rural parts of Karnataka as well. 

In addition, there is the issue of inadequate coverage of marginalized households within villages and 
hamlets in rural and peri-urban Karnataka Special training of ASHAs need to be undertaken since one of 
the primary objectives of the ASHA programme was to improve social justice. The importance of key 
equity stratifiers such as age, sex, geography and socioeconomic status for several health outcomes need 
to be emphasized in both the training modules as well as in routine supervision. 

By and large, ‘functionality’ of ASHAs, in terms of carrying out tasks was high; ‘effectiveness’ in terms 
of impact was high for some (like link worker related activities) and less so for other activities (health 
worker or activist roles). This is not to say that ASHAs are ineffective — it implies that ASHAs have 
started focusing on some activities and need to focus on others; it also implies that outcomes of activities 
are also dependent on several others factors within the health system several of which need to work in 
tandem for the impact to be recorded. 

Several of these health promotive and life-saving interventions are well within the power of ASHAs if 
ably supported by the local, state and central governments which may take the support of non- 
governmental organizations and civil society as needed. Political will and health systems support for the 
ASHA programme, a key component of the National Rural Health Mission, will go a long way in making 


a significant change to the lives of millions of residents in our state. 
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Annexure 1. Job Description of ASHA under the National Rural Health Mission 


Roles and Responsibilities* 


« ASHA will be a health activist in the community who will create awareness on health and its social 

determinants and mobilise the community towards local health planning and increased utilisation and 
accountability of the existing health services. She would be a promoter of good health practices. She 
will also provide a minimum package of curative care as appropriate and feasible for that level and 
make timely referrals. Her roles and responsibilities would be as follows. 


a ASHAwill take steps to create awareness and provide information to the community on determinants 
of health such as nutrition, basic sanitation and hygienic practices, healthy living and working 
conditions, information on existing health services and the need for timely utilisation of health and 


= She will counsel women on birth preparedness, importance of safe delivery, breast feeding and 
complementary feeding, immunisation, contraception and prevention of common infections including 
Reproductive Tract Infection/Sexually Transmitted Infection (RTIs/STIs) and care of the young child. 


ASHA will mobilise the community and facilitate them in accessing health and health related services 
available at the village/sub-centre/primary health centres, such as Immunisation, Ante Natal Check- 
up (ANC), Post Natal Check-up (PNC), ICDS, sanitation and other services being provided by the 


government. 
She will work with the Village Health and Sanitation Committee of the Gram Panchayat to develop a 
comprehensive village health plan. 


= She will arrange escort/accompany pregnant women and children requiring treatment/admission to 
the nearest pre-identified health facility i.e. Primary Health Centre/Community Health Centre/First 
Referral Unit (PHC/CHC/FRU). 


= ASHA will provide primary medical care for minor ailments such as diarrhoea, fevers, and first aid 
for minor injuries. She will be a provider of Directly Observed Treatment Short-course (DOTS) under 
Revised National Tuberculosis Control Programme. 


= She will also act as a depot holder for essential provisions being made available to every habitation 
like Oral Rehydration Therapy (ORS), Iron Folic Acid Tablet (IFA), chloroquine, Disposable Delivery 
Kits (DDK), Oral Pills and Condoms, etc. A Drug Kit will be provided to each ASHA. Contents of 
the kit will be based on the recommendations of the expert/technical advisory group set up by the 
Government of India. 


= Her role as a provider can be enhanced subsequently. States can explore the possibility of graded 
training to her for providing newborn care and management of a range of common ailments particularly 
childhood ilinesses. 


= She will inform about the births and deaths in her village and any unusual health problems/disease 
outbreaks in the community to the Sub-centres/Primary Health Centre. 


She will promote construction of household toilets under Total Sanitation Campaign. 


@ Excopacd fram Accreded Social Health Activist (ASHA) Guidelines, (pages 8-0) National Rural Health Mission, Ministry of Heath and Farndy Weliere 
Government of India, 2006 


41 


a 


os 
' 


Ps » 2& ee és . ; ; * ’ > 
7 + ~ - : es i” 
= E ft fae) raiwe.& 7 - 


Annexure 2: Field guide for Qualitative Research 


Version 1 = for state-level interviews 


A. General information 


1 Profile of ASHAs 


Selection 

Age, 

Marital status 
Social class 
Economic status 
Education 
Family support 
Local support 


2 Work burden 


01 
02 
03 


Geographic region/area covered 
Population or no. of families covered 
Time spent on ASHA work per day or per week 


B_ Specific information 


1. Technical support 


01. Training 

02. 1“ year = 223-30 days 

03, 2 year onwards = ~12 days per year 
04. No of modules covered 

05. Cascade training — loss of content 


06. District trainer — who?, method of selection?, prior expertise or qualification? 


2. Programmatic support 


01. Support groups at state-level 
i. Constitution of support groups & members 
ii. Frequency of member changes or absenteeism 


iii. Frequency of meetings, record of attendance, register/minutes of meetings to 


show decisions taken, suggestions, innovations, etc 
02. Incentive payments 
i. @ per month or last 3 months 


ii. Type of payment = incentives only or flat payt+top-up incentives 


iii. Mode of payment = cash/cheque/bank transfer 
03. Drugs 
i. Kit supplies, stockouts, timely replenishment 


ii. Emphasis on use or friction with medical staff on drugs usage 


04. Coverage of ASHA program 


‘_ Total # of ASHAs recruited in state and no. in position as of date against 


target 
05. Financing of ASHA program 
i. Allocation per ASHA per year 
ii. Total amt spent since recruitment 


3. Social Justice 
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01. Prioritizing marginal households — evidence of such training by their trainers? How 


implemented in practice? Evidence in documentation? Evidence in supervision by 
their supervisors? 


NGO involvement in the program 


Ol. Mechanism ~ State policy in recruitment, training, on-going support, programme 
monitoring/ evaluation 


02. Role — recruitment, trainer, state-level resource group 


03. Experience and outcomes esp. with regard to issues such as resource mobilization, 
efficiency and quality 


VHSCs 


01. Constituted? 
02. Functional? 


VHNDs 


01. Regularity, frequency, content, support needed, mobilization, impact? 
Overall categorization of work 


(Key: + = minimal; ++ = average; +++ =substantial) 


Domain Work actually 
done by ASHA 


win EF 


Y role is mostly as facilitator (getting clients to 
healthcare professionals) 
As a community health worker -- role is in service 
provision such as: 

Y counseling, education 

¥ making simple diagnosis and 

Y starting treatments for minor ailments 


As an activist 
¥ Organizing village meetings 

Y Promoting collective action at village level 
Y Reaching services to the vulnerable 
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Version 2 = for district-level interviews 


Yersion 2 = for district-level interviews 
A. General information 
1 Profile of ASHAs 


01 Selection 

02 Age, 

03 Marital status 
04 Social class 

05 Economic status 
06 Education 

07 Family support 
08 Local support 


2 Why did they want to become ASHAs (in their own words)? 
3 Work burden 


01 Geographic region/area covered 
02 Population or no. of families covered 
03 Time spent on ASHA work per day or per week 


B_ Specific information 
I. Technical support 


01. Training 

02. 1* year = 223-30 days 

03. 2™ year onwards = ~12 days per year 

04. No of modules covered 

05. Cascade training — loss of content 

06. District trainer — who?, method of selection?, prior expertise or qualification? 


2. Programmatic support 
01. Support groups at district and subdistrict level 


i. Constitution of support groups & members 
ii. Frequency of member changes or absenteeism 
iii. Frequency of meetings, record of attendance, register/minutes of meetings to 
show decisions taken, suggestions, innovations, etc 
02. Incentive payments 
i. ® per month or last 3 months 
ii. Type of payment = incentives only or flat pay+top-up incentives 
iii. Mode of payment = cash/cheque/bank transfer 
03. Drugs 
i. Kit supplies, stockouts, timely replenishment 
ii. Emphasis on use or friction with medical staff on drugs usage 
04. Coverage of ASHA program 
i. Total # of ASHAs recruited in district and no. in position as of date against 
target 
3. Social Justice 


01. Prioritizing marginal households — evidence of such training by their trainers? How 
implemented in practice? Evidence in documentation? Evidence in supervision by 
their supervisors? 


4. NGO involvement in the program 
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01. Mechanism — state policy in recruitment, training, on-going support, programme 


monitoring/ evaluation 
02. Role — recruitment, trainer, district-level resource group 


03. Experience and outcomes esp. with regard to issues such as resource mobilization 
efficiency and quality 


5. VHSCs 


01. Constituted? 
02. Functional? 


6. VHNDs 
01. Regularity, frequency, content, support needed, mobilization, impact? 
7. Overall categorization of work 


(Key: + = minimal; ++ = average; +++ =substantial) 


As a link worker 
Y role is mostly as facilitator (getting clients to 
healthcare professionals) 
As a community health worker -- role is in service 
provision such as: 
Y counseling, education 
¥ making simple diagnosis and 


Y starting treatments for minor ailments 


As an activist 
Y Organizing village meetings 
Y Promoting collective action at village level 
Y Reaching services to the vulnerable 
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Annexure 4. Schedule for Training of Field Workers and Supervisors 


Welcome and introduction of the participants 
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Introduction to the ASHA Evaluation Project 
Tea / Coffee break 

Interviewing techniques 

1.00 p:m - 1.30 p:m Lunch Break 

Briefing on HH & ASHA questionnaires 


3.30 p:m — 3.45 p:m Tea / Coffee break 


3.45 p:m — 4.45 p:m Briefing on HH & ASHA questionnaires (...contd.) 


4.45 p:m - 5.45 p:m Mock interviews (in groups of three) 


5.45 p:m — 6.30 p:m Debriefing 


os 
oe 
ae 
wn 
ae 
3 
1 
—_—| — 
—_—| — 
wl — 
oO;]l Nn 
op); 2 
3/3 


—_— —_ 
| S| 5 
ao) lo) 
=| 24 
; 3 
ed = 
1S) . 
= S 
a) ao) 
3 | 


9.30 a:m — 11.30 a:m Briefing on Beneficiary A and B questionnaires 
11.30 a:m — 12.30 a:m Mock interviews (in groups of three) 
12.30 p:m — 1.30 p:m Briefing on ANM questionnaire 


cas 
Briefing on AWW & VHSC questionnaires 
Briefing on Non-beneficiary questionnaire 
Preparation of action plan (Group work) 
Tea / Coffee break 

Roles and responsibilities of supervisors 
Preparation of action plan (Group work) 
Presentation of action plans and discussion 


6.00 p:m — 6.15 p:m Valedictory 


10.00 a:m - 11.00 a:m Planning for Pilot survey in 4 villages near workshop venue 
11.00 a:m - 3.00 p:m Village survey for questionnaire practice 
3.00 p:m — 5.00 p:m Feedback & de-briefing 
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Annexure 5. Kolar district field staff qualifications 


Language known 
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Qualification 


Language known 
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Poor 


Qualification 


Average 


Average 


Average 
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Beneficiary A Questionnaire — Independent Surveyor Version 


BACKGROUND 


pe Date (day/month/year): / _/20a2 


Location: 


Interviewer name: District 


Village 


Live child at birth but died later within 1" month o 
3 


| aan 
What was the outcome of this recent Live child 
pregnancy? Still birth 


During your pregnancy or after child birth - 2 — the 


1 
did you interact with the ASHA in your 2 interview 


regnancy and ANC 


If none skip 


How many times did you get ante natal 
to A25 


care? 
Put nos 


Which of the following services were you | BP checkup 
given during the course of your pregnancy?| Information about emergency transport contact 
Circle all relevant options i 


Delivery Questions 
Where did you go for the delivery? 
Circle only one 
Private clinic 
Private unqualified (Quack) clinic 
Others 
Specif: 
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What was the type of delivery? 


FERRET EERE EE EET EERE EEE EEEES ETE EEE E EEE SESE SESE EEE 


Normal assisted delivery ..............cceccecesceseee 
Circle only one 


Beir d Ws ic cceettti cane ccescccecaanaummenena 
- What was the weight of your child? > a 
Was your child at all sick in the first month} Yes 1 If No skip 
of birth? No 2 to A 55 


Where did you seek care from for your SHC/ ANM 1 

ee EN I er 

Circle all relevant options «-_——— | SD eu. esc eescecccsccenssscsceseccessecserssecsesnees 
Private qualified doctor.............sscsseees 
Private unqualified provider.................-. 7. 
Nutrition Rehabilitation centre.............. 


How many times did ASHA visit you after 
delivery within first 1% months? 
After how much time of birth did you 
breast feed your baby? 


Did you have any complication after 
up to 42 days)? 


delive 


THANK YOU 
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Beneficiary B Questionnaire — Independent Surveyor version 


BACKGROUND 
ee ee 


Location: 
Interviewer name: District 
Village 


Interview Schedule for ‘Beneficiary B’ Category: Mother with a child between 6.1 months to 2years of age 
who had any illness in last one month _ | a 


i hn a a 
—— 

a ee 
— 


“General Profiling ofthe Woman 


here did you go for the delivery? 


Circle only one 


At what age did you start feeding your child <3 
with food, besides breast milk? 


RS MOTIEDS. ...0sccccusadenbutececescccvcsecunnunn 
GF TMOMENS. ....cccccuseumebtcesiccsccccccvcssuanee 4 
6 PPP eee 5 
See MERUPTICIAS. « o cc0c cn GuUebbess ene cov cvevecseuenen 6 
Have not started yet...............seeeeeeees 


Circle only one 
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Have received but I don’t know the type13 
None of the above 


* 
x 
j 


De ae: 


Se: A "Meee SA is 2 aera mee. 
Did your child have diarrhea in last month? kip to 


What was finally (overall) given to treat ORS fluid 

diarrhea of the child? Intravenous (IV drip) 
Injection 

Circle all relevant options Medicines prescribed by the provider .... 
Nothing 


Has the child suffered from cough with/ without 
fever or difficulty in breathing? 


What other symptoms did the child have? Difficulty in breathing 
Cough with fever............sccsscssescesrseesees 5 
Circle all relevant options Cough for >20days 
Chest wall in drawing................scsssesee 5 
None of the above 


THANK YOU 
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ASHA Interview Schedule — Independent Surveyor version 


BACKGROUND 


ee ee | __C(Date (dny/month/year): 2012 


Location: 
Interviewer 


name: Name of District 


Name of Village 


A. ASHA — General Information 


Illiterate 


Never been to school ...............ccccccceee 2 
Primary school Dropout................-0+++ 3 


5” class pass) 4 


Encircle only one 


12"" class PASS) —ssercccercceecencsnesenooees 
Graduate/ Diploma Holdev.................. 8 
Post graduate (Degree/ Diploma) ...... 9 


Caste / Tribe 


Circle only one 


Single: never married...............+- 


Marital status 


Married ...ccccccscccccccsccsscccccccccccsccsnseseese 
Circle only one Separated........scsrescssserereresereresesnseenens 3 
DiVOrCe .........cccccsccccccseccccccscssssssescees 4 


1.Population 
2.Households 


What is the population served by you? 


Ask about the households covered and 
approximate population covered 


How much time do you spend daily on an average 
for your ASHA work? 
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SC or ST or woman headed households, who 
find it difficult to access health care 
Do you find it difficult in accessing these 


Yes, because of their low caste 
households? 


Yes , because of their high caste 

Yes, because they are from minority religions 
communities 

Yes, because I am from minority community 4 
Yes but not sure of the reasons 


Circle only one 


Maternal & Child Care| 


How many sick or low birth newborn did you refer 
in the last six months? 


If there were no such cases, write “0 


Do BPL home deliveries get JSY money in your a 
area? 


Yes, all eligible women we 
Yes, only some get money 


Circle only one 


Where would you prefer the mother to deliver in 
absence of the JSY scheme? 


Circle only one option 


specify 


Ge | Communicable diseases 
How many TB patients are taking the DOTs therapy 
in your area? Nos. 
No T.B ptient 
Don’t know 


THANK YOU 
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Annexure 7. MUSTER ROLLS 
District Coordinator: 
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Annexure 9. Monitoring Checklist for Supervisors 
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Please check if all the interviews in each village have been completed and tick under the appropriate column head 
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“Community health worker (CHW) programmes...remain a good investment, since the 
alternative in reality is no care at all for the poor living in geographically peripheral areas. While 
there is a lot to learn, there is a lot we do know about making programmes work better: 
appropriate selection, continuing education, involvement and reorientation of health service staff 
and curricula, improvement supervision and support are non-negotiable requirements. These 


need political leadership and substantial and consistent provision of resources”. 


Community health workers: What do we know about them? 
Uta Lehmann and David Sanders, School of Public Health, University of the Western Cape 


St John’s Research Institute 

St John’s National Academy of Health Sciences 
100 feet road, Koramangala 

Bangalore 560034 
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